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This paper discusses how nursing records should be and presents a tentative idea for the nursing records in the era of
interprofessional cooperation, from the position that data and information are analyst- or problem-solver-dependent matters.
Originally nursing plan should be written in the framework of the nursing process based on the assessment by nurse from
patient data. However, various forms such as “Standard Nursing Plan”, “NANDA Nursing Diagnosis related Nursing Plan”,
“NIC Linkage”, and “Critical Path” have been prevalent as a form of nursing records.
On the other hand, interprofessional cooperation is advancing and medical information system in which multiple medical
professions are involved is common, so, nurses is compelled to use these nursing plans as well as original nursing-process-
based nursing plan. We have to consider if this situation contributes to efficiency in recording or we can call these new types
of nursing records “nursing record”.
With using disease/treatment-wise standard nursing plan, for example, once the name of the disease is determined, nursing
plan for the patient would be chosen automatically. Under this scheme, we face the issues whether nursing plans can be
determined before nurses visit the patient, whether nurses can take responsibility for the plan being not based on their
assessment, and that hindsight bias relating to the assessment would take place.
According to Blum (1986), “data” are the uninterpreted items given to an analyst or problem solver, and “information” is a
collection of data elements organized to convey meaning to the user. Applying these definitions to each profession’s record,
data and information each profession enters, and the entries they made only have to be understood among the profession.
With this concept, it would be one idea that nursing care starting with doctor’s diagnosis should be written on the form for
doctors, and nursing care based on the assessment derived from data collected by nurses should be written on the form of
nurses as nursing record.
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1. はじめに
看護計画は、アセスメント、計画立案、実施、評価とい
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